Percutaneous catheter erosion and enteric fistula
formation after intervention for perforated
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DESCRIPTION

A 73-year-old man with a medical history of hyper-
tension, hyperlipidaemia and previous laparoscopic
cholecystectomy presents with vague and diffuse dull
abdominal pain associated with diarrhoea for 2 weeks.
His symptoms were not associated with nausea,
vomiting, anorexia, fevers or chills. Laboratory values
were significant for a leucocytosis of 18 K/uL. A CT
of the abdomen and pelvis with contrast revealed a
complex, phlegmonous collection in the right lower
quadrant measuring 6.5 X4 X5 cm and associated reac-
tive caecal wall thickening consistent with perforated
appendicitis (figure 1A). The patient was started on
broad-spectrum intravenous antibiotics (Cefepime
and Flagyl) and underwent percutaneous drainage
with Interventional Radiology where 30mL of puru-
lent fluid was aspirated and a 12 Fr drainage catheter
was left in place. He remained stable post-procedure
with resolution of his leucocytosis and was discharged
to a skilled nursing facility on hospital day 7 with the
drainage catheter and a peripherally inserted central
line for continued intravenous antibiotics. Arrange-
ments were made for interval appendectomy after
resolution of acute inflammation and colonoscopy
with close observation of the drain output. Approxi-
mately 6 weeks after catheter placement, the patient
noticed sudden development of malodorous and

Figure 1 (A) CT of the abdomen and pelvis
demonstrating complex, phlegmonous collection in

the right lower quadrant measuring 6.5x4x5cm and
associated reactive caecal wall thickening consistent with
perforated appendicitis. (B) CT of the abdomen and pelvis
with confirmed position of the drainage catheter; no
significant residual collection and interval improvement in
previously noted inflammatory changes.

Figure 2

(A) Fluoroscopic contrast-enhanced drain
study with visualised fistulisation from the drain to

the caecum. (B) Intraoperative image of drainage
catheter eroding into the wall of the caecum. (C)
Surgical dissection and removal of the catheter prior to
hemicolectomy.

feculent drainage. Imaging at this time demonstrated
proper positioning of the drain with no significant
residual collection and interval improvement in previ-
ously noted inflammatory changes (figure 1B). Due
to clinical suspicion, a drain study was obtained with
confirmation of fistulisation from the drain to the
colon (figure 2A). The patient was brought to the
operating room for diagnostic laparoscopy and was
found to have erosion of the drainage catheter into the
caecum (figure 2B,C). A laparoscopic right hemicolec-
tomy was performed with primary anastomosis. His
postoperative course and recovery was unremarkable.

Appendicitis is a common medical diagnosis that
requires intervention. In patients with uncompli-
cated acute appendicitis, the treatment of choice for
infectious source control is immediate appendec-
tomy. However, patients with appendicitis compli-
cated by perforation and abscess may be treated with
broad-spectrum intravenous antibiotics and imag-
ing-guided percutaneous drainage.! This approach
allows for resolution of the initial inflammatory
process and may be followed by elective interval
appendectomy or conservative non-operative manage-
ment in select cases. However, as this case has demon-
strated, non-surgical management of appendicitis is
not without risks. Once a non-operative approach has
been adopted, the patient is committed to a course of
therapy with a distinct set of complications including
multiple surveillance imaging studies (risk of radiation
exposure), prolonged course of antibiotics (risks of
developing resistance and Clostridium difficile infec-
tion), peripherally inserted central catheters (risks
of thrombosis and infection) and catheter-directed
drainage (risk of direct damage to surrounding struc-
tures or delayed complications such as this case).
While large published series have demonstrated the
safety and efficacy of percutaneous drainage for the
treatment of complicated appendicitis with less than
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» Uncomplicated acute appendicitis is preferentially treated
with appendectomy.

» Appendicitis complicated by perforation and abscess may be REFERENCES
treated with imaging-guided percutaneous drainage followed 1 Lasson A, Lundagards J, Lorén |, et al. Appendiceal abscesses: primary
by elective interval appendectomy percutaneous drainage and selective interval appendicectomy. Eur J Surg
. ’ Ao A R 2002;168:264-9.
> Non'OPeratlve management of appendlcms is not without 2 Flancbaum L, Nosher JL, Brolin RE. Percutaneous catheter drainage of abdominal

risk and, while rare, significant complications may arise. abscesses associated with perforated viscus. Am Surg 1990;56:52-6.
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